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he broad goal of this article is to direct clinician-edu-

cators to ways to improve their knowledge about
medical interviewing and their communication skills, as
well as to note ideas and resources for teaching in this
area. Our specific objectives are to outline the knowledge
base, specific skills, and attitudes and values relevant to
effective communication in the context of the clinical in-
terview, and to suggest strategies and resources that can
be used by clinician-educators to learn and teach them.
The article is not intended to be a critical review of the lit-
erature on communication and interviewing, nor is it an
in-depth discussion of the knowledge base and skills to be
learned. For these we refer the reader to specific refer-
ences, texts, and other resources. This article will provide
a summary road atlas to the broad field of communication
and medical interviewing; cited literature and suggested
learning resources will provide local detail maps for read-
ers who are interested in more in-depth treatments of spe-
cific areas.

Why should clinician-educators be interested in com-
munication and interviewing? Effective communication in
clinical settings increases the likelihood that (1) the infor-
mation gathered from patients to make diagnostic assess-
ments is accurate and reliable; (2) patients recognize that
the physician is genuinely interested in them and their
care; (3) physicians and patients reach common ground on
diagnosis and treatment; and (4) patients are motivated to
play an active role in their own care.!? In this way, the in-
terview determines the accuracy of the diagnostic assess-
ment as well as the quality of the doctor-patient relation-
ship, thereby affecting the entire diagnostic-therapeutic
process. In short, better communication leads to better
diagnosis and treatment.

Better communication leads to better outcomes. Re-
search has documented that communication during the in-
terview is positively related to specific illness outcomes,34
as well as to satisfaction among patients®” and physi-
cians.® On the other hand, poor communication has been
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related to such adverse events as malpractice suits®!?and
patient decisions to leave practices or health care organiza-
tions.!!

In the clinical setting, most physicians and their pa-
tients benefit from high-quality, effective communication
skills. Clinician educators will find it especially valuable to
improve their communication skills, as strong skills will
also bring important benefits in the educational and aca-
demic settings in which they work. In the educational set-
ting, effective teaching and learning depend greatly on the
exchange of information and quality of the relationship
between students and teachers.!?13 Skills that promote
effective communication in the clinical setting are also ef-
fective in the educational setting.

Clinician-educators are in a unique position to use
this overlap of skills. It is often possible to model specific
communication skills for students during teaching ses-
sions, then explicitly point out their parallel use with pa-
tients. This can result in powerful experiential learning.
Students who directly experience effective communication
(e.g., through the teacher’s expressions of empathy or
partnership, or encouragement of active participation and
autonomy) may be more likely to use those skills with
their patients.

The benefits of effective communication also extend to
academic life. As clinician-educators interact with peers
and superiors in the academic environment, they benefit
from their own communication skills such as attentive lis-
tening, empathy, negotiation, and limit setting. Again,
what is learned in one setting can be appropriately applied
to others. Continuing mentoring and reflection will facili-
tate this transfer of skills among clinical, educational,
and academic settings.

Some have argued that being an effective communi-
cator is part of the “art” of medicine, implying that the
ability to communicate is a natural talent with which one
is or is not born.!4 We disagree. Communication skills are
specific and observable, and can be evaluated objectively.
There is ample evidence that continuing education pro-
grams designed for physicians in practice improve skills,5-18
and research with medical students has shown that the
benefits from training persist years after the course has
been completed.!® Knowledge and skills associated with
effective communication and interviewing can be im-
proved through practice, using the strategies and re-
sources we outline in this article.

SUGGESTED KNOWLEDGE BASE AND SKILLS

The tables in this article have been extensively adapted
from Lipkin, Quill, and Napodano’s seminal article defining
S49
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Table 1. Suggested Knowledge Base*
1. Understand the stages of an interview and their management

(o)

10.
11.

12.

a. Opening

b. Agenda setting

c. Characterization of present concerns and life setting
d. Negotiating a diagnosis and treatment plan

e. Patient education and motivating behavior change

f. Closing and follow-up

. Understand functions of the interview

a. Developing a working relationship

b. Communicating interest and commitment to patient

c. Calibrating and overcoming barriers to communication

d. Surveying patient concerns and gathering relevant information
e. Prioritizing concerns and establishing limits

f. Arriving at common ground about diagnosis and treatment

g. Enhancing the patient education and motivation

. Define several forms of questions

a. Open-ended

b. Closed-ended

c. Directive
i. Biased (leads or biases the patient’s response)
ii. Unbiased (does not lead patient; neutral)

. Understand nonverbal behavior (patient’s, physician’s) and what may be communicated nonverbally
. Understand several models of the doctor-patient and doctor-patient-family relationship and explore their clinical

applications

a. Mechanistic (physician active; patient passive)

b. Paternalistic (physician provides guidance; patient cooperates)
c. Collaborative (physician and patient participate mutually)

. Understand dimensions and manifestations of illness from a systems perspective (microcellular . organ - person -

family - culture)
a. Understand family systems perspective
b. Understand developmental perspective

. Understand the components of a mental status examination and how to use it
. Define the characteristics of a helping relationship
. Understand elements of clinical reasoning

a. Discuss differences between biopsychosocial and biomedical models of patient care and treatment
b. Understand cognitive process involved in diagnostic reasoning (including hypothetico-deductive method)
Develop awareness of patients’ needs for autonomy in decision-making processes
Define types of patients who require specialized knowledge and different interviewing and treatment styles
a. Patients with cognitive impairment or neurologic disorders
b. Patients with difficult personality styles
c. Patients with common mental health disorders
i. Depression

ii. Anxiety

iii. Somatization

iv. Substance abuse
Understand different or specialized interviewing styles called for by certain situations
a. Eliciting a sexual history
. Bereaved patients and families
. Delivering “bad” news
. Discussing end-of-life issues with patients and families
. Providing anticipatory guidance to patients and families

o Q0T

i. Injury prevention
ii. Violence prevention
iii. Sexual behavior
f. Mediating stress and conflict within families or with other caregivers
g. Helping patients and families cope with the effects of illness
i. Exacerbations of chronic illness
ii. Acute, life-threatening illness
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Table 1. Continued

13. Define transference and countertransference and explore how each affects medical relationships

14. Explore strategies for truthful disclosure and informed consent

15. Understand personal and developmental aspects of being a clinician
a. Awareness of magnitude and impact of stress on physicians and their families
b. Recognition of one’s personal strengths and weaknesses when dealing with patients

c. Awareness of one’s personal response to stress

d. Awareness of one’s personal responses to different clinical situations and types of patients
e. Awareness of how one’s background affects responses to different clinical situations and types of patients

* Adapted with permission from Lipkin, Quill, and Napodano.?° Core areas of knowledge (see text) are identified in boldface.

a core curriculum for internal medicine residency training
programs.2® The tables have been reorganized and ex-
panded to include key concepts from the disciplines of
family medicine and pediatrics. They can been used as a
curriculum guide for clinician-educators who want to im-
prove their own clinical interviewing and communication
skills. The tables can also be used to guide and provide
structure for teaching activities in this domain.

Tables 1 and 2 outline the knowledge base and spe-
cific skills to be learned. We have taken a comprehensive
approach to these tables—although not exhaustive, they
contain a large knowledge base and a great number of
skills. Clinician-educators, who often have relatively little
protected time to devote to educational activities, may
find the lists somewhat daunting. However, one need not
become a “master” to benefit from improved communica-
tion skills. We believe that working on and improving even
relatively small subsets of knowledge and skills can have
lasting positive effects on clinical and teaching activities.
The tables are offered as a menu of educational activities
that, when undertaken over time, will improve conduct of
and teaching about the medical interview. One need not
sample the entire menu to enjoy the meal!

We suggest focusing initially on the knowledge and
skills in boldface at the beginning of each table (identified
as “core”), unless one particular area of knowledge or set
of skills looks particularly inviting. These core knowledge
areas and skill sets are important because they apply to
every interview one is likely to perform or teach about. For
example, a conceptual understanding of the stages and
functions of the interview will not only facilitate the clini-
cal interview per se, but also will help clinician-educators
to model interviews and provide feedback to learners. A
common understanding of the process and functions of
the interview allows teachers and learners to organize
their observations and greatly facilitates subsequent dis-
cussion. Similarly, understanding the several types of
questions used in clinical interviews and being able to ob-
serve nonverbal behavior are core concepts that contrib-
ute greatly to the effectiveness of almost every interview
and provide structure for ensuing discussion with learn-
ers when present.

With regard to skills (Table 2), expressing interest in
and commitment to the patient, eliciting the story of ill-

ness, and using verbal and nonverbal means to facilitate
communication are all essential to successful interview-
ing and teaching. In addition, interviewers must avoid be-
havior that hinders communication and learn to recognize
common communication barriers.

Beyond the essential or core knowledge and skills,
there is no “right” way to proceed, nor is any one area of
knowledge or set of skills an absolute prerequisite for an-
other. When addressing individual learning needs, clini-
cian-educators may choose to focus on areas that seem
relevant or interesting based on their personal experience.
When teaching, another helpful way to focus is to invite
learners to identify their most important perceived needs
in learning about interviewing. For example, residents
who see a high percentage of patients with somatization
may be motivated to learn more about surveying patient
problems, negotiating and selecting priorities, and limit
setting.

In Table 3, we have identified knowledge and skills
that pertain to teaching clinical interviewing. The broader
topic of clinical teaching has been addressed elsewhere in
this supplement. However, in Table 3 we draw particular
attention to a subset of teaching skills that, in our experi-
ence, are especially relevant to teaching communication
and interviewing.

ATTITUDES AND VALUES

The principles and practices of patient-centered (or
relationship-centered) interviewing are essential to effec-
tive work in this area. This interviewing style has been de-
scribed as one that “actively involves the patient and en-
sures that his or her perceptions, needs, and concerns
are articulated during the physician-patient interac-
tion.”?! Certain attitudes and values are crucial to effec-
tively using the patient-centered knowledge and skills we
have outlined. These attitudes and values are outlined in
Table 4. Attention to them encourages a greater participa-
tory or “power-sharing” relationship with the patient and
family. Although we acknowledge the difficulties inherent
in teaching them, it is important to be explicit about atti-
tudes and values that underlie the knowledge and skills
we address with learners. Also, there is evidence in medi-
cal education settings that teacher behavior that is con-
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Table 2. Specific Skills to Be Learned*

1. Competently elicit the patient’s story of illness that includes
a. Detailed delineation of symptoms
b. Exploration of broader life setting in which symptoms occur
c. Consideration of influence of family, social, and psychological factors and patient’s illness
d. Sensitive exploration of mental status
2. Express interest in and commitment to the patient
a. Verbal behaviors: introduce self, get patient’s name clear, attend to physical comfort, elicit patient’s view of the
problem, elicit patient’s request, clarify extent of commitment, discuss questions, offer support and partnership,
state and demonstrate respect
b. Nonverbal behaviors: touch, maintain comfort, eye contact
3. Facilitate communication
a. Verbal behaviors: allow patient to give his or her own story of illness, use a balance of open-ended and closed-ended
techniques, use nonbiasing questions, seek clarification of vague or ambiguous data, summarize periodically, use
empathy when appropriate, echo patient’s words and affect, adopt a nonjudgmental attitude, express unconditional
positive regard
b. Nonverbal behaviors: arrange space comfortably, nod, show affect, use posture that communicates interest, echo
patient’s nonverbal behavior, pay quiet attention
4. Avoid behavior that hinders communication
a. Verbal behavior to be avoided: use of technical language, injecting biases, false or premature reassurance,
avoidance of difficult topics, discussion of fees first, discounting or dismissing concerns (“there is nothing wrong —
it's all in your head”), frequent interruptions
b. Nonverbal behaviors to be avoided: using posture that communicates disinterest, reading or writing note during the
interview, allowing interruption, having closed posture, breaking eye contact
5. Calibrate and overcome barriers to communication (deafness, language or cultural differences, high anxiety,
strong affect)
. Check barriers and compensate (e.g., talk louder, get interpreter)
. Observe verbal and nonverbal signs of barriers at outset
. Inquire in an open-ended way about affect
. Be open to a “hidden agenda”
. Recognition and characterization of mental status changes when present
6. Negotiation and contacting — share responsibility for patient care
a. Survey patient’s problems
b. Prioritize problems and set limits
c. Elicit patient’s view of illness and patient’s request
d. Be willing to individualize treatment plans
e. Check patient’s understanding of diagnosis and treatment plan
7. Demonstrate use of family assessment and interviewing skills
. Identifying family members relevant to presenting problem
. Arranging family meetings
. Establishing a therapeutic alliance with each family member
. Eliciting each family member’s perspective on the problem
. Identifying family strengths and adaptive mechanisms
Understanding and adapting to family dynamics
i. Identifying family roles and hierarchy
ii. Identifying conflict, triangulation, alliances, and collusion
g. Negotiating a mutually agreeable treatment plan
i. Soliciting the family’s help in the treatment plan
ii. Facilitating communication among family members
iii. Refraining from taking sides
8. Encourage patient’s use of self-help skills
a. Seek and integrate patient’s experience with illness into treatment plan
b. Encourage patient to take control of own care as appropriate
c. Use specific therapies (behavior modification, crisis intervention) when appropriate
d. Define the patient’s strengths and use them in the treatment process

o 00D
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* Adapted with permission from Lipkin, Quill, and Napodano.?° Core skill areas (see text) are identified in boldface.
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Table 3. Skills Relevant to Teaching Communication
and Interviewing

1. Giving feedback to learners based on direct observation,
audiotapes, or videotapes

2. Using role modeling
3. Using role play and simulated patients

4. Exploring affective issues and promoting personal
awareness in learners

sistent with humanistic values fosters their development
in learners.??

STRATEGIES FOR IMPROVING COMMUNICATION

We have listed in the Appendix some easily available
references that can be read at one’s leisure. Reading alone,
however, will not suffice for skills development. Improving
skills requires opportunities to observe and be observed,
to practice, and to receive constructive feedback. Follow-
ing are some strategies for improving skills.

Individual Work

A number of things can be done individually to im-
prove skills. Aside from reading, there are often opportu-
nities to see skills modeled at local lectures and work-
shops. These are frequently given by individuals other than
physicians (social workers, nurses, clinical psychologists),
so it may take some effort to locate them. There are also
commercially available audiotapes and videotapes that
provide excellent examples of skilled interviewers. Several
sources for such tapes are included in the Appendix.

Reading, attending lectures, and viewing tapes pro-
vide the opportunity to conceptualize skills and see them
demonstrated, but do not allow for practice or feedback.
Obtaining such feedback is obviously difficult when work-

Table 4. Attitudes and Values to Be Fostered in Oneself
and Others*

1. Unconditional positive regard for patients, families, and
caregivers (if not necessarily their actions)

2. Respect for patient autonomy and individuality

3. Willingness to share some of the diagnostic and treatment
process with patients, families, and caregivers

4. Willingness to work with and learn from patients with
diverse backgrounds and personal styles

5. Curiosity about and attention to the different dimensions
(biological, psychological, social, and spiritual) of illness
that may occur simultaneously

6. Openness, curiosity, and willingness to explore one’s own
attitudes, beliefs, and expectations as they relate to being
a physician

* Adapted with permission from Lipkin, Quill, and Napodano.?°

ing alone; however, it is possible to audiotape or videotape
oneself during clinical or teaching sessions. Later review of
these tapes can be fruitful, even without another person to
review them. Finally, consider asking patients or family
members for feedback about how well an interview has
gone for them. Explore what did and did not work. Al-
though some patients may not want to offend and will have
no comments, others may give helpful feedback. Another
benefit to asking for such feedback may be a considerably
enhanced relationship with them. One of us (BS) taught a
course for first-year medical students in which students
reviewed their videotapes of hospitalized patients in a
seminar. The patients who were videotaped were invited
to participate in the feedback and reflective process.

Work with Others

Although it may not always be possible, we encour-
age working with others to improve skills. It can be diffi-
cult to view a tape of oneself and see everything that there
is to learn. We all have selective attention and blind spots,
especially when we are the focus of our own scrutiny! The
best learning often occurs when someone else points out
a particular habit we didn’t realize we had, or makes an
observation that we missed.

The simplest strategy is to find someone willing to re-
view audiotapes or videotapes of patient interviews and
provide constructive feedback. Finding others with similar
interests will allow everyone to benefit from one another’s
feedback. If no one is available locally, seek out courses or
workshops that provide the opportunity to obtain feed-
back from others. Such events are regularly offered na-
tionally and regionally. The Appendix lists several organi-
zations that offer courses and workshops.

Group work can also enable one to focus on the affec-
tive domain: feelings and personal reactions we have as
clinicians and teachers. These strong feelings are com-
mon, and can be barriers to improving skills if they re-
main unaddressed. Addressed appropriately, they can
provide the basis for valuable learning experiences. Peri-
ods of reflection alone and in groups will deepen experien-
tial learning. This has important implications for the clini-
cian-educator in both learning and teaching roles. A
number of different styles of groups have been developed
to facilitate physician exploration of feelings.?® Balint
groups are common in family medicine training pro-
grams.?* Other groups that encourage and facilitate dis-
cussion of feelings include personal awareness and fam-
ily-of-origin groups. Such groups may be available locally,
or it may be possible to organize one. Psychologists, social
workers, psychiatrists, and other mental health profes-
sionals often have training in facilitating such groups and
may be willing to help in the effort.

Another means of maintaining interest and learning
is to join one or more national organizations that have
teaching medical interviewing as a principal focus. Sev-
eral such organizations are listed in the Appendix.
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EDUCATIONAL RESOURCES
Written Materials

There is a rich research literature in this area, al-
though relying on published articles is complicated by the
large number of journals in different disciplines that pub-
lish relevant studies. We recommend beginning with one
or more excellent, recent textbooks. A good text will include
a reference list for more detailed reading to follow-up par-
ticular interests if desired. The Appendix lists several texts
and articles. Many of them are directed toward teaching
interviewing skills. To help organize reading, we recom-
mend developing a list of specific goals. Such goals might
vary from “understanding a conceptual model of the med-
ical interview” to “improving my ability to handle patients
with multiple symptoms.” It is best to derive goals from
one’s own interest and clinical experience.

Videotapes and Audiotapes

Many videotapes and audiotapes are available that
outline and demonstrate basic concepts and skills. Their
quality varies greatly. Sample local and regional medical
libraries first. The Appendix lists some sources for audio-
tapes and videotapes.

Seeking out opportunities for active skill practice and
feedback is the next step. This applies equally for interview-
ing per se and teaching about interviewing. Many clinician-
educators will want to spend at least some of their time
practicing teaching skills in the context of interviewing.

Brief Workshops

Brief workshops from 2 to 8 hours provide conceptual
overviews, as well as the chance to practice specific skills
and obtain feedback. They will also facilitate meeting oth-
ers with similar interests. Brief communications work-
shops are often available at annual meetings of specialty
and subspecialty organizations, including the Society of
General Internal Medicine, Society for Behavioral Pediat-
rics, Society of Teachers of Family Medicine, American
Academy of Family Physicians, Ambulatory Pediatrics As-
sociation, American Academy of Pediatrics, and the Amer-
ican College of Physicians. “Stand-alone” workshops and
courses are regularly offered by several organizations,
many of which also provide help for organizing and host-
ing local events. These organizations and their telephone
numbers are listed in the Appendix.

Longer Courses and Extended Training

More intensive training is also available. The Society
of Teachers of Family Medicine offers an annual confer-
ence focused on the family and associated communica-
tions skills. The American Academy on Physician and Pa-
tient (AAPP) offers communications courses lasting from 1
to 5 days. The AAPP also has a Facilitator Training Pro-

gram which “trains trainers”—that is, faculty who wish to
be certified to train other faculty in medical interviewing.
Several academic institutions, including New York Uni-
versity and the University of Rochester, offer fellowships
and minifellowships that emphasize communication.

Intuition and the limited data available suggest that
longer educational experiences are of greater value than
shorter ones.!® However, not everyone can afford the time
or money it takes to attend long courses or fellowship pro-
grams. We stress that even brief experiences can have sig-
nificant value. One strategy is to engage in multiple, rela-
tively brief experiences over time. This may be an especially
good strategy if a specific plan is followed for selecting ex-
periences and time between workshops is used to practice
skills and gain experience.

FINANCING EDUCATIONAL ACTIVITIES

Protecting the time and finding financial support to
pursue interests may seem difficult, particularly as finan-
cial pressure on academic centers and clinical depart-
ments makes such resources scarce. Aside from paying
out-of pocket, there are strategies for finding money to at-
tend meetings, workshops, and longer experiences. Re-
member that the value of communication skills is increas-
ingly acknowledged by medical school deans, department
chairs, and leaders within managed care organizations
(several large HMOs have recently undertaken educa-
tional ventures to improve their members’ communication
skills). When specifically asked, these individuals may be
willing to fund or partially fund educational activities, es-
pecially if the request is part of an overall plan that will
clearly benefit the organization.

Rarely, local foundations or corporations may sponsor
educational activities if they see them as relevant to their
missions. It is especially helpful to frame requests in terms
of specific institutional, organizational, or community needs
that will be addressed by the event. Emphasize the specific
activities that will occur as a consequence of the event and
how these activities will meet the needs and interests of the
foundation or company. Such activities may include coor-
dinating or teaching a communications course, conduct-
ing communications workshops for faculty or housestaff,
or participating in continuing educational activities for
clinical faculty and community physicians.

CONCLUSIONS

Interviewing and communication—with patients, stu-
dents, and colleagues—is a vital part of the clinician-edu-
cator’s mission. Research shows that better communica-
tion improves clinical outcomes. Clinician-educators will
find that better communication also greatly facilitates their
educational and academic activities. Many educational ex-
periences are available to the clinician-educator who pur-
sues a thoughtful strategy to improve personal knowledge
and skills, as well as teaching, in this area.
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A) Texts and review articles (in addition to literature cited)

Gordon GH, Baker L, Levinson W. Physician-patient
communication in managed care. West J Med.
1995;163:527-31.
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Pediatr. 1973;3:1-42.
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B) Sources for audiotapes and videotapes

American Academy on Physician and Patient, McLean, Va;
(703) 556-9222.

Bayer Institute for Health Care Communication, West
Haven, Conn; (800) 800-5907.

COMSORT, Baltimore, Md; (410) 467-1100.

Boston (Mass) Area Health Education Center; (617) 534-
5258 [for further information contact Eric Hardt, MD,
(617) 638-6176, eric.hardt@bmc.org].

Medical Interview Tapes; (919) 966-3378 [contact Eric
Jensen, MD].

Symposia Foundation/Kaiser-Permanente; (619) 632-8882.

C) Organizations that emphasize communication and

interviewing

American Academy on Physician and Patient, McLean, Va;
(703) 556-9222.

Bayer Institute for Health Care Communication, West
Haven, Conn; (800) 800-5907.

Common Ground Solutions, Lee’s Summit, Mo; (816) 478-
1711.

Group on Doctor-Patient Communication of the Society of
Teachers of Family Medicine; (800) 274-2247.

Northwest Center for Physician-Patient Communication,
Lake Oswego, Ore; (503) 636-2234.

University of Rochester (NY) Program for Biopsychosocial
Studies; (716) 263-6355.




